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Look-Alike, Sound-Alike Medications
Remembering that drug names or packages that sound or
look similar cause about 15% of the annual medication
error reports, here are more examples.
These names may not look alike in print, or sound alike
when read, but when handwritten or verbally
communicated, these names could cause a mix-up.
Confusion may be compounded by illegible handwriting,
incomplete knowledge of drug names, new products and
incorrect selection from a computer list.
This list continues to include common mix-ups that
occur and those that have the potential to cause a mix-up,
nationally or here at St. Cloud Hospital. (Brand names
are capitalized.)
Accupril
CAFERGOT
IDAMYCIN
medroxyprogesterone
ranitidine
t-PA

ACIPHEX
CARAFATE
ADRIAMYCIN
methylprednisolone
amantadine
TNKase

VIOXX

ZYVOX
Nancy Sibert
Medication Safety Pharmacist

Insulin Order Form Update
The Insulin Order forms have been in use
housewide since May 1st. The Insulin Team has
reviewed some recommendations and reported
errors related to the use of the forms.
The updates include circling insulin types,
separating "Units per 1-CHO Choice", addressing
the approved formulary therapeutic interchange of
aspart for lispro on the form, and initialing when a
copy has been sent to pharmacy. The updated form
will soon be available
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To help simplify the use of the form, here are some
things to remember:
•
•
•
•
•
•

Doses require only numbers – “Units” is spelled
out on the order forms and the blood glucose
record.
Subcutaneous administration is specified on the
order forms - SC or SQ is not necessary
“Bid” orders require clarification of times
Blood glucose checks need to be ordered on the
form when a sliding scale order is written
Insulin type needs to be identified for sliding
scale orders
Help assure there is a blank form available in
the chart at all times, for new starts and changes

These are physician orders. If information is
transferred or clarified, please sign the form as T.O.,
V.O. or W.O., as appropriate, as it needs to be
counter signed by the physician. Many physicians
and nurses do write an alert “See insulin orders.”
This is a helpful reminder, but not required. Orders
should not be missed because an alert is not written.
When checking for written physician orders, please
make it a habit to check under the insulin tab.
Our measurement goals were to decrease illegibility
of orders, incomplete orders and use of unapproved
abbreviations by 50% of the baseline. When the
forms are used, we surpass the goal. Thank you for
increasing use of the forms to help us improve
patient safety.
Continue to report actual events and good catches
on the JRS Medication Safety Report. If you have
questions or concerns about the form, please contact
Nancy Sibert - Medication Safety Pharmacist, Ext.
57576; Arne Tilleson - Pharmacy Clinical
Coordinator, Ext. 54084; Derek Peterson - Med 2
Permanent Charge Nurse, Ext. 54264.
Nancy Sibert
Medication Safety Pharmacist
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Please call your Director…..
Whenever Occupational Health Service takes you
off the schedule, please call your Director. The
Director will contact the Staffing Office regarding
your hours. This is especially important if you are
placed in a modified duty position. When you are
ready to come back to work, you will need to
contact your Director again, who will make
arrangements for your return on the schedule.
Sue Laudenbach
Staffing/Scheduling Coordinator

Prostate Cancer Expert Lectures
in Little Falls
Mark Moyad, a nationally recognized nutrition expert,
will lecture on diet and dietary supplements for prostate
cancer patients at 7 p.m. Tuesday, Oct. 21, in the Charles
D. Martin Auditorium, at the Little Falls Community
High School, 1001 Fifth Avenue.
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Here are some general guidelines for asking:
•

Talk to the patient alone in a safe, private
environment. Be empathetic and convey to her your
concern.

•

Ask simple framing question or questions that
normalize the incident. Some questioning might
include:
- “Because violence is so common in many people’s
lives, I’ve begun to ask all my patients about it
routinely.”
- “I am concerned that your symptoms may have
been caused be someone hurting you.”
- “I don’t know if this is a problem for you, but
many of the women I see as patients are dealing
with abusive relationships.”
- “Some are uncomfortable bringing it up
themselves so I have started to asking it
routinely.”
- “Some of the lesbian and gay men we see are hurt
by their partners. Does your partner ever try to
hurt you?”

Moyad, who holds a master’s degree in public health, is
the author of the book “ABC’s of Nutrition and
Supplements for Prostate Cancer.” Moyad is the director
of Complementary Medicine at the University of
Michigan Medical Center in Ann Arbor, Michigan.

If the victim does not speak English, it will be important
to get a translator. If possible, it would be important to
find a translator who is also culturally knowledgeable
about the patient’s cultural values and belief system.
Avoid using the victim’s child(ren) as translators.

The lecture is sponsored by JAP Pharmaceuticals, St.
Gabriel’s Hospital, and Adult and Pediatric Urology in
St. Cloud. For more information, please contact:

If the healthcare provider suspects abuse or the patient
discloses battering, with the patient’s permission, a
referral to the Hospital Advocacy Program is
appropriate.

John Wolfe
Adult and Pediatric Urology
(320) 203-6919

Screening and Assessment
of Domestic Violence
Often, healthcare professionals and other service
providers are uncomfortable with asking an individual
whether she is a victim of abuse. The only way the
healthcare professional will find out is to ask. If you
suspect violence or have a general gut feeling that
something just doesn’t add up, you should go with your
gut feeling.

▪ Eileen Bitzan, 251-2700, Ext. 53224
▪ Marilyn Keith, 251-2700, Ext. 53213
Written by: Domestic Violence in Ethnic Minority
Communities Guidelines for Health Care Providers;
Page 11 & 12
For the complete article please refer to:
http://www.nursingceu.com/NCEU/courses/comesticviol
ence/
Submitted by: Marilyn Keith

St. Cloud Hospital Based Advocacy Program
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Magnetic Pull Is Gaining Strength!
Our magnet journey is quickly approaching a major milestone. Submission of our
written documentation that substantiates our fulfillment of the 95 magnet status
criteria. Approximately 2500 pages!
We’ve come a long way since July of 2001 when a strategic hospital goal was
developed: Review the Magnet status program and make a decision on pursual of
Magnet recognition. The magnet program is the result of research conducted by the
American Academy of Nursing in the 1980’s that analyzed how to attract more
qualified nurses to hospitals suffering a shortage. Originally, researchers identified
41 hospitals that had “magnetic” attributes that attracted nurses – a high degree of
nurse autonomy, good communications with physicians and a strong and visible
nursing leadership. In 1993, the ANCC began offering hospitals the opportunity to
apply for magnet status. So far, 85 have been added to the ranks. Magnet facilities
consistently demonstrate three key characteristics:




Magnet Steering
Committee Members
Linda Chmielewski
Beth Honkomp
Mary Buhl
Roxanne Wilson
Barb Scheiber
Jean Beckel
Kelly Thomton
Lori Eiynck

Professional autonomy throughout nursing practice
Nursing control over its practice environment
Effective communication among nurses, physicians and administrators

In January of 2002, after several months of reviewing the criteria a decision was made to “Go For It”!
Our formal application was submitted on September 30, 2002. This was quite an accomplishment! It also committed us
to complete preparation for a site visit within a two-year time period. Of course, none of us thought we needed two
years to get ready so we set a one-year visit goal! There is currently one magnet hospital in the state of Minnesota
(Mayo) and we wanted to be the second!
Since that time a small Steering Committee lead by Jean Beckel has been diligent in their efforts to collect, analyze and
write the document that supports St. Cloud Hospital’s compliance with the criteria. CNPC was an integral part of this
process. Beginning in October 2002 Jean met with CNPC monthly, at which time they reviewed the criteria and gave
suggestions on specific examples of compliance. In addition, the entire committee spent countless hours outside of the
meeting pulling information together. It truly was a “group effort” and the Steering Committee and I are very grateful
for the outstanding work that they did.
Through all of this, Jean has written and delivered several educational sessions for the staff. She currently is in the
process of writing the final document. The Steering Committee continues to meet monthly to review the document and
we are reaching the final chapters.
Important dates to keep in mind:
October 2003

Final review of written document.

October 31, 2003

Submission of written document.

Approximately March 2004

Two-Day visit when appraisers come to verify the written documentation
submitted and to evaluate the organizational milieu in which nursing is
practiced.

Approximately April 2004

Decision by American Nurses Credentialing Committee Commissioners
on Magnet Recognition

Some of you are probably wondering “why am I so adamant about achieving magnet status?
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Very simply – two reasons:
1. We currently perform at a magnet status level and should be nationally recognized for that.
2. We want to make sure that how we currently perform is maintained. We have to recertify every four years. The
criteria of magnet status will always be a priority to maintain and be integral to our decision making.
At a nursing leadership meeting several months ago, the following list was shared:
Elements to consider with restructuring/cost reduction initiatives include maintenance of the following:

















Decentralization and flat organizational structure with a shared governance model in place.
Strong nursing representation throughout the organization’s committee structure.
Flexible staffing models used to accommodate the personal lives of staff.
Staff involvement in creating policies.
Clinical ladder program – or other opportunities for promotion and recognition of nursing.
Model for nursing care that is a hybrid of primary care.
Staff involved in the full QI process.
Access to clinical experts – advanced practice nurses.
Strong preceptor and mentoring programs.
Clear commitment to staff development.
Innovation and creativity evidenced in programs developed by nurses.
Teaching seen by nurses as number one priority in patient care and highly valued.
Growth and development of staff is a clear part of the organization’s mission.
Emphasis placed on career development with adequate resources provided – continuing education,
leadership development, and research.
Tuition reimbursement, certification support and opportunities to attend national conferences.
Leadership conveys a strong sense of advocacy for and support of nursing care.

The purpose of the list was to identify for nursing leadership areas that are important to maintain as we make significant
restructuring and cost reduction decisions. As you review the list, I am sure that you would agree that these things are
important to you!
I hope you share in the excitement of this journey. It means a great deal to this organization, the patients we serve and
staff that provide that care. The goals of the Magnet Recognition program are consistent with those of Quality
Improvement. There is focus on examining organizational processes used with a goal to achieve constantly improving,
high quality, patient outcomes. There is a focus on best practices with integration of research, education, collegiality,
collaboration, resource utilization and creativity. Recent research indicates that Magnet Hospitals have characteristics
that relate to positive patient outcomes, positive employee satisfaction, positive employee retention rates and positive
financial outcomes. The Magnet Hospital program recognizes organizations that are preferred places for nurses to work.
Susan Grant, Chief Nursing Office of the University of Washington Medical Center in Seattle, the first hospital to apply
for and receive magnet status, puts it simply “What the magnet program is all about is having a workforce that is
satisfied and ultimately impacts patient outcomes in a positive way.”
Magnet status is often compared to an award of Olympic proportions! This is “no small undertaking”!
As we get closer to the site visit we will let you know more about what to expect. The reviewers will spend the majority
of their time with you on the units.
Thank you for all your support and participation.
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Congratulations to the Following Who
Have Achieved or Maintained Their
Level III Clinical Ladder Status!
Level III’s
Dick Beastrom, APRN, BC
▪ Basic EKG Inservice
▪ Community Advisory Board
▪ Uganda - Ukrainian Mission Trip
▪ Answering Clinical Problem Inservice
▪ ARPRN, CPAN, Master Nursing

NPACU

Kathleen Henderson, CNOR
▪ Accu-check station
▪ Container Resource
▪ Blood Report
▪ ROE - Linen Task Force
▪ AORN
▪ CNOR

Surgery
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Kris Kobienia, RN
Children’s Center
▪ Inservice: Creating Culture for Patient Safety
▪ Omnicell Super User
▪ Student Tours
▪ Clinical Ladder Rep.
▪ Team Building Chair
▪ Audit: NICU
▪ NANN-NPO
Ann E. Ohman, RNC
▪ MRSA-VME Resource
▪ Relay for Life
▪ Red Cross Bloodmobile
▪ Preceptor
▪ Neutropenic Noodle Works
▪ RNC

Med/Onc

Kari Zenner, RN
Ambulatory Services
▪ Women’s Health 101
▪ Women’s Expo
▪ Preceptor
▪ Education Council
▪ Recertification of Implanted Parts

Mary Murphy, RN
Surgical Care Unit
▪ Inservice: Chest Surgeries, Wound Ostomy, Skin
Standard
▪ Nurse Care Group Leader
▪ Senior Leadership
▪ Audits - Restraint, Nurse Process & Glucometer
▪ MOLN, AMSN

Mary Jo Paulson, CNOR▪ Add on - Cancellation Form
▪ Delay - Tracking system Audit
▪ OR Nurses Week Chair
▪ AORN
▪ Midas Rex Station
▪ CNOR

Surgery

Carol Steil, CCRN
▪ Inservice: Trauma, Cardio Vascular
▪ Nursing Care Group Leader
▪ Certified Donor Requester
▪ Preceptor
▪ CCRN

Stacy Brzezinski, RN
▪ Pacer Station - Education Day
▪ Restraint - Sedation Audit
▪ PI
▪ Automation Documentation
▪ AACN-CMAC

Critical Care

Jenelle Brekken, RN
▪ Osteoporosis Focus Meeting
▪ Preceptor
▪ Ortho Conference Committee
▪ Total Joint Class
▪ Patient Education Committee
▪ Nurse Practice

CCNS

Ortho/Neuro

Michelle O’Connor, RN
Surgical Care
▪ Inservice: Care of Trachea Patient, Neck and
Nose Surgery
▪ Delegation Panel - Graduate Nurse’s
▪ ROE
▪ Women’s Health Task Force
▪ Sigma Theta Tau

